Introduction: Hyperplastic inflammatory polyp (HIP) is an overgrowth of gastric mucosa associated with underlying chronic inflammation. Usually located in the gastric corpus and antrum, it has also been known to arise at the gastroesophageal (GE) junction.
INTRODUCTION
Hyperplastic inflammatory polyp (HIP) is an overgrowth of gastric mucosa commonly associated with chronic gastritis. 1 Usually located in the gastric corpus and antrum, it has also been known to arise at the gastroesophageal (GE) junction. We present a case of oral intake intolerance secondary to an obstructing polyp at the GE junction after a Roux-en-Y gastric bypass.
CASE DESCRIPTION
A 33-year-old woman with a history of diabetes mellitus, gastroesophageal reflux disease (GERD), and morbid obesity (body mass index, 59) presented to our clinic for evaluation for Roux-en-Y gastric bypass. A year before her procedure, the patient underwent an esophagogastroduodenoscopy (EGD) by a gastroenterologist, and at that time, no pathologic condition was seen. The patient completed an appropriate workup, including a preoperative assessment by the endocrinology, medicine, and pulmonary teams and was cleared for surgery. The laparoscopic Roux-en-Y gastric bypass was uneventful and was completed in the following fashion: a 50-cm biliopancreatic limb was measured from the ligament of Treitz, a side-toside, linear-stapled jejunojejunostomy was created, and an alimentary limb was measured to 150 cm. A gastric pouch was created with a series of linear staples. The Roux limb was brought up in an antecolic fashion, and a 25 ϫ 3.5-mm EEA Circular Stapler (Covidien; Medtronic, Minneapolis, Minnesota, USA) was used to create the gastrojejunostomy. The patient had an uncomplicated postoperative course and was discharged tolerating oral intake on postoperative day 2.
On postoperative day 24, the patient presented to the emergency department complaining of nausea and vomiting. An initial CT scan was nondiagnostic, and she was admitted to the surgical service for further workup. She underwent an upper gastrointestinal swallow test with contrast, which showed a filling defect in the distal esophagus, arousing suspicion of a bezoar (Figure 1) .
The gastroenterology team was consulted, and the patient underwent an EGD, which revealed a 2-cm, friable, highly mobile polyp at the GE junction (Figure 2) , causing a ball-and-valve effect in the esophagus (Figure 3) . The EGD also showed that the entire gastric mucosa was diffusely erythematous. The obstructing polyp was re-moved by snare polypectomy (Figure 4) , with pathology revealing a HIP with negative margins. The patient improved after the procedure and was discharged with outpatient follow-up.
DISCUSSION
There is an association between HIP arising in the GE junction and the presence of Barrett's esophagus. Most HIPs are small (Ͻ2 cm) and can be adequately treated with endoscopic removal. 2 Although most of these polyps are benign, they may harbor malignant potential when larger than 1 cm in diameter or pedunculated. 3 Therefore, all polyps greater than 0.5 cm should be removed when encountered during endoscopy.
Although most hyperplastic polyps are asymptomatic, large HIPs may present with symptoms such as bleeding and obstruction. 3 When they present with obstruction, it is most frequently a gastric outlet obstruction caused by a very large hyperplastic polyp in the antrum of the stomach. On reviewing the literature, we found numerous case reports published on this very phenomenon. 4 On the other hand, there is a scarcity of published literature on a hyperplastic polyp causing an obstruction at the GE junction, as was the case with our patient. In that sense, this patient's case presentation was unique in our experience. 
Our patient's history of GERD, combined with her recent gastric bypass, are identified risk factors for the development of an HIP: chronic mucosal irritation from gastric acid and bile reflux. GERD is a common complaint in morbidly obese patients, affecting nearly half of the population. 5 Among the 3 most widely used bariatric procedures (gastric bypass, sleeve gastrectomy, and gastric lap banding), gastric bypass has been shown to be the most effective in reducing the symptoms of GERD as well as the amount of antireflux medication used. Bile gastritis is another known complication of gastric revisional surgery that has been associated with gastritis. 6 Originally seen in patients with a short alimentary limb, this sequela has been mostly resolved by lengthening the alimentary limb to at least 100 cm. The alimentary limb in our patient was measured to be ϳ150 cm during the surgery, reducing but not entirely eliminating, the risk of bile gastritis.
Last, the decision to perform a preoperative EGD in patients who undergo bariatric surgery remains a clinical one. The current recommendations of various gastrointestinal societies, including the Society of American Gastrointestinal and Endoscopic Surgeons (SAGES) and the American Society for Metabolic and Bariatric Surgery (ASMBS), advise preoperative EGD only in patients with specific gastrointestinal symptoms. 7, 8 When indicated, the surgeon planning to perform a bariatric procedure should complete any preoperative EGD.
CONCLUSION
HIP is a known entity arising at the GE junction or intraluminally within the stomach. Our experience of an HIP causing obstruction at the GE junction in the setting of a recent gastric bypass procedure is a unique presentation of this process.
